underlying causes of death due to high SBP, with ischaemic heart disease and stroke accounting for more than 75% of these deaths both years. The World Health Organization projects that by 2020, 71% of ischaemic heart disease deaths and 75% of stroke deaths will occur in developing countries. 5 In 2013, ischaemic heart disease was responsible for nearly half of all deaths from cardiovascular disease, causing as many deaths as chronic obstructive pulmonary disease, diabetes mellitus, cirrhosis, lung cancer and liver cancer combined. 4 In addition, the burden of nonfatal coronary heart disease also continues to grow in part due to aging of the populationthere was an increase in the burden of ischaemic heart disease by 29 million disability-adjusted life-years (29% increase) worldwide between 1990 and 2010. 5 At the current rate, over a billion individuals will either be disabled or succumb to ischaemic heart disease and stroke over the next decade worldwide. Hypertension, therefore, will substantially contribute to worldwide morbidity and mortality, carrying a huge socioeconomic burden. [5] [6] [7] Handschin and colleagues reported interesting real world prospective cross sectional data about 1003 primary care hypertensive patients included in the Swiss Hypertension Cohort Study. 8 It suggests that optimal BP control (therapeutic targets) was achieved in only one-third of patients and that nearly 45% of hypertensive patients had a high or very high overall cardiovascular risk, corresponding to a 10-year risk for cardiovascular morbidity and mortality of greater than 20%. Moreover, a high proportion of patients (78.5%) had more than three cardiovascular risk factors, diabetes mellitus, subclinical or end-organ damage, and this estimate of risk factors may be even higher because the data set lacked important risk factors such as waist circumference (abdominal obesity), microalbuminuria, sleep apnoea and cardiovascular family history, which were recorded in only 8.2%, 27.4% and 53.4% of patients, respectively. As the population continues to age these findings are alarming and will require a concerted effort by society to ameliorate this burden.
There are several patient-, family-and communitylevel motivators and barriers to patients' hypertension self-management, resulting in 'clinical inertia'. 6, 7 The elderly are often overwhelmed by multiple co-morbidities and may have accompanying cognitive decline that may interfere with self-care. 4 The findings of this study are important because it is a wake-up call for the prevention community to involve the family and the local community health worker to help high-risk populations better manage their hypertension and other risk factors. [4] [5] [6] [7] Clearly the lack of success in achieving optimal targets reflected by this study suggests that self-care is not sufficient to manage blood pressure and accompanying cardiovascular risk factors. In this regard a multidisciplinary team-based approach including physicians, nurses, pharmacists, psychologists, dieticians and other allied health professionals remains essential in order to provide comprehensive successful prevention programmes (holistic care). 9, 10 It 'takes a village to manage hypertension'. Let us do it together (Figure 1) .
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